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When endeavouring, one hundred years 
or more ago, to raise the standards of 
nursing care, Florence Nightingale said 
that a hospital should be a place that 
will do its patients no harm. We, in this 
age, strive to ensure that the quality of 
our nursing will at least be such that our 
patients will suffer no harm. 
In nursing the hemiplegic patient, 
constant and devoted care is necessary to 
ensure that the patient will make the best 
possible recovery, and their management 
demands the most intense application of 
the basic nursing skills. 
Throughout, I will deal with the nursing 
care of the hemiplegic patient in the two 
phases of his illness; first, in the early 
shocked and unconscious stage, and 
secondly, when the patient has regained 
consciousness and rehabilitation is begun. 
The patients' ward or room should be 
as pleasant and bright a place as possible. 
The ventilation should be good and the 
temperature moderate; 68° F. is considered 
ideal. There should prevail an atmosphere 
of quietness and serenity. In the early 
stage of the illness, the patient cannot be 
aware of his surroundings, but the whole 
environment must be a favourable one in 
readiness for his return to consciousness. 
The appearance of the patient's sur-
roundings also affects the relatives and 
friends and their feelings will eventually 
and most surely be transmitted to the 
patient. 
The hospital bed with its convenient 
width, height and firm mattress makes it 
the most suitable for nursing this type of 
patient. Its adjustable back-piece makes 
it easy later on for positioning the patient 
in a semirecumbent position. The other 
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fittings and attachments enable the patient 
to assist in moving himself in the bed and 
the easy movement of the bed to another 
position in the room or ward. The rubber 
mattress is probably the most comfortable 
type to use, but should be protected, par-
ticularly in the early phase of the illness, 
with rubber or plastic sheeting. 
The bed must be well made, with the 
under sheets taut and the upper bedding 
light but of good quality to keep the 
patient sufficiently warm. Some means of 
keeping the upper bedding from the feet 
must be used, usually a small cradle, but 
a fracture board or pillows kept in place 
by sandbags can be used. 
It may be necessary to have the bed 
fitted with sides to prevent the patient 
from falling. Except for convulsive move-
ments, the deeply unconscious patient is 
motionless, but there is variation from 
hour to hour in the unconscious state, 
so that it is rarely safe to assume that 
the stuporose, irrational or disorientated 
patient may not be in danger of falling 
out of bed. 
The use of hot water bottles in the 
patient's bed is avoided to eliminate the 
risk of burning. Some means of warming 
the whole environment in cold weather 
should be employed. 
In the early stage of the illness, some 
physicians prefer the patient to lie flat, 
others wish the head and shoulders to be 
slightly raised on a small firm pillow. 
Whichever position is favoured during the 
period of unconsciousness, the patient's 
head is turned well to the side, with the 
neck extended, so that the airway is clear. 
It is necessary to move the patient 
frequently to prevent hypostatic pneumonia 
and pressure sores. The routine adopted 
is a change of position every two hours 
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from left semi-prone to left lateral, then 
right lateral to right semi-prone, taking 
care always that there is no pressure on 
the limbs, particularly those of the affected 
side. 
When the patient has regained conscious-
ness, the semi-recumbent position will 
probably be the most comfortable and safe 
position until the patient is allowed to 
sit out of bed. He is encouraged to 
change the position slightly very frequently. 
Exercise of the arms and legs greatly 
reduces the harmful effects of immobility 
and ensuring this is at first the nurse's 
responsibility. Later the patient is en-
couraged to take the responsibility for 
exercising the limbs not paralyzed. 
The toilet of the patient includes all 
aspects of personal hygiene. In the early 
stages the patient is fully sponged each 
day; later, it is desirable, if possible, to 
have the patient lifted into the bath and 
bathed daily, or at first on alternate days, 
with bed bath or sponges in between. 
During bathing or sponging, pressure 
areas are closely inspected for redness or 
discoloration. These areas are lightly 
massaged and if there is any redness 
pressure on the area is avoided during 
the next few hours. If bed-wetting is a 
problem and the patient's skin is frequently 
damp a barrier cream is applied sparingly 
to prevent excoriation; creams containing 
silicone are particularly valuable. 
Greases, such as vaseline or lanoline, 
are applied to the hands and feet, parti-
cularly on the paralyzed side, as there is 
a tendency for the skin of the palms of 
the hands and soles of the feet to become 
hard and dry. 
The mouth and teeth of the patient need 
special care. If dentures are worn, they 
are removed and kept moist in a safe 
place during the period of unconsciousness. 
The patient's mouth is cleaned at 
frequent intervals during this phase. A 
sucker must be available to remove any 
moisture or secretions which may accu-
mulate. Dentures are replaced as soon as 
consciousness is regained. For a consider-
able time, it is the nurse's responsibility 
to attend to the brushing of artificial teeth 
although the patient at this stage will be 
able to attend to mouth washing. If he still 
has natural teeth, he is encouraged to 
brush them and attend to his own mouth 
toilets, the nurse making the patient 
comfortable and supplying all the neces-
sary equipment. We must prevent, at all 
costs, the feeling of helplessness and hope-
lessness that these patients are so apt to 
experience, but in every way, every day,, 
they are helped and encouraged to do a 
little more. 
Likewise, at first, the nurse is entirely 
responsible for the care of the patient's-
hair. When attending a female patient, if 
the hair is long, it is brushed and plaited 
and dressed above the head. Later, if the 
hair is short, the patient is guided ira 
brushing and combing her hair with the 
nurse supplying the final touches of hair 
dressing. 
Finger- and toe-nail cleanliness and 
trimming are the nurse's responsibility for 
some time. 
Retention or incontinence of urine 
frequently occurs. Sometimes early in the 
illness the patient has urinary retention, 
and later there may be some degree of 
incontinence until the patient's condition 
has improved. If retention of urine occurs, 
catheterization is necessary. This is avoided 
as far as possible if there is incontinence 
of urine. With the recent introduction 
of silicone barrier creams, the risk of bed 
sores caused by moisture is considerably 
reduced, whereas the risk of infection fol-
lowing catheterization is great. If it is 
the physician's wish and a catheter is left 
in situ, the Foley type of indwelling 
catheter is used; all tubing and connections 
to the receptacle must be sterile. The 
receptacle, usually a large bottle, is sealed 
off so that infection cannot enter from the 
air. 
As soon as possible, the patient is given 
a bed pan or urinal at frequent regular 
intervals and encouraged to pass urine. 
Retention or incontinence of faeces may 
also occur, more often the former. This 
condition is most satisfactorily dealt with 
by administering a small volume enema 
on alternate days, Faecal retention will 
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produce diarrhoea which may give the im-
pression of faecal incontinence. When the 
conscious stage returns, small doses of a 
mild aperient are administered and, with a 
suitable diet, normal bowel function 
gradually returns. 
When a bed pan is given to these help-
less patients, the greatest care must be 
exercised to prevent damage to the patient's 
back. If the patient is allowed to lie too 
long on the hard rim of the bed pan or 
if the skin on the back is injured when 
giving the bed pan, a bed sore will develop. 
As soon as possible, the patient is lifted 
out of bed onto a commode or a lavatory 
chair and wheeled to the toilet. Both the 
posture and the situation will facilitate 
the return to normal bowel habits. 
It may be the physician's order that a 
"fluid intake" chart be kept and that the 
patient, after the first day of illness, be 
fed by a tube inserted carefully through 
the nostril into the stomach. By this 
means, a certain volume of fluid is given 
of known caloric value. This will be neces-
sary if the period of unconsciousness is 
prolonged. 
Small amounts of fluid may be given by 
pipette or teaspoon if the swallowing 
reflex is present. It is dangerous to 
introduce any fluid into the mouth of the 
patient if it is not swallowed for it will 
be aspirated into the lungs. When the 
patient is conscious, normal feeding begins 
with a variety of soft foods in small 
amounts, the nurse feeding the patient 
slowly, making sure that each mouthful is 
swallowed before another is given. 
As soon as possible, the patient is placed 
in a comfortable position and allowed to 
begin feeding himself. The nurse must be 
at hand to encourage the patient, and ready 
to take over should he tire. If he is left 
alone too early to do these small tasks and 
fails, he becomes depressed and upset. 
The room or ward in which these patients 
are placed must be as quiet as possible. 
When the patient returns to consciousness, 
the rest periods between periods of activity, 
such as bathing, feeding, turning and 
exercises, are as complete as possible. 
When he is ready to be sat out of bed, 
these "up" periods should be short at first, 
and gradually lengthened without tiring 
the patient. If too much is expected too 
soon, the patient readily becomes des-
pondent and progress is impeded. 
Periods of good sound sleep are of value 
to us all and perhaps for no patient are 
they of greater value than the hemiplegic 
patient who is returning to activity. So, 
when he is up, every endeavour is made 
to keep him active without undue tiring. 
The night's sleep that follows periods of 
activity will be all the more sound and of 
greater benefit to the patient. 
On admission, a ward urine analysis is 
made. The physician, early in the patient's 
illness, may make special requests about 
the frequency of temperature, pulse and 
respiration records, usually ranging from 
an hourly pulse and respiration check to 
four-hourly observations. The nurse may 
also be required to test the patient's 
responses to painful stimuli to give an 
indication of change in the level of un-
consciousness. She may be required to 
observe pupil changes and reactions and 
to keep charts of these observations. On 
occasions, she may also be required to 
keep a chart of blood pressure recordings. 
A very special problem arises with the 
patient who is aphasic as well as hemi-
plegic. Caring for these patients requires 
a great deal of patience and tact, because 
the patient is very sensitive about not 
being able to make himself understood. 
We are glad of the assistance of the speech 
therapist with these patients. In the 
absence of such a specialist, we have to 
work out some simple means of com-
municating with the patient, often by sign 
language. 
The emotional aspects of the nursing 
care of this type of patient are of vital 
importance both to the patient and the 
staff. The nurse herself must believe in 
the patient's ability to recover. She must 
bring a sense of hope to the patient; she 
must always be quietly encouraging. She 
must never speak, even in his unconscious 
stage, discouragingly about his condition 
in his presence. It is a golden rule to 
remember not so say anything in his 
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presence that could not be said to him. sequent aid fostered by the presence of 
By the brightness of the surroundings and others in a similar condition, each making 
the attitudes of all who come to his bed- day by day eiforts towards a definite goal, 
side, a feeling of hope and a belief in will achieve what is most desirable in the 
tomorrow's progress will become important physical state by producing an attitude of 
factors in his ultimate recovery. The sub- mind conducive to recovery, 
